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INTRODUCTION
In 1995 four case studies were published of women with post-traumatic stress disorder (PTSD) after childbirth (Ballard, Stanley, & Brockington, 1995) . Since then, evidence from cross-sectional and prospective studies carried out in various countries has established that up to 9% of women have severe symptoms of PTSD in the first few weeks after birth, and up to 2% of women are likely to develop diagnostic PTSD that continues six months to a year after birth (Ayers & Pickering, 2001; Creedy, Shochet & Horsfall, 2000; Czarnocka & Slade, 2000; Soderquist, Wijma & Wijma, 2002; Soet, Brack & Dilorio, 2003; Wijma, Soderquist & Wijma, 1997) .
The aetiology of postnatal PTSD is not yet properly understood but appears to have similar vulnerability factors and determinants to PTSD following other events, such as a history of psychiatric problems or previous trauma. In common with PTSD following other events, research to date indicates there is not a simple dose-response effect of traumatic events during birth on postnatal stress responses. For example, whilst emergency caesarean section is associated with postnatal PTSD, the majority of women who develop postnatal PTSD have normal vaginal deliveries. It is more likely there is a complex interaction between individual vulnerability factors and events during birth that determine whether women develop postnatal PTSD or not (Ayers, 2004) .
The effects of postnatal PTSD on women and their relationship with their partner have not been widely examined but are subject to speculation (e.g. Bailham & Joseph, 2003) . Case studies and qualitative research indicates there are good reasons to expect that postnatal PTSD has implications for women's ability to maintain and develop meaningful relationships. For example, qualitative studies of postnatal PTSD find that women report it affects their sense of self, that they have less patience, have feelings of anger, anxiety, depression, find it hard to sympathise with others' problems, feel isolated from their infant, fear future pregnancy, and report that it affects social relationships (Allen, 1998; Beck, 2004b) . However, none of these qualitative studies assessed PTSD using diagnostic criteria. Case studies, in which women do fulfil diagnostic criteria, suggest postnatal PTSD may be associated with sexual avoidance (O'Driscoll, 1994) , secondary tocophobia (Hofberg and Brockington, 2000) , and disordered mother-infant attachment (Ballard et al, 1995; Lyons, 1998) . It has been speculated that symptoms of avoidance may lead to the mother not bonding with the infant or, conversely, that hyperarousal and vigilance may lead to an over-anxious or protective attachment style (Bailham & Joseph, 2003) The impact of traumatic birth experiences on male partners has been largely overlooked to date. Again, there are case studies that suggest men can be affected by birth trauma and develop subsequent postnatal anxiety (Stewart, 1982) . Given that DSM-IV stressor criterion recognises that witnessing a traumatic event is sufficient for PTSD, coupled with the increased number of men attending births, it seems logical to also consider partners' postnatal traumatic stress responses. A number of studies have suggested that postnatal co-morbidity in couples exists (Goodman, 2004) . For example, research by Ballard, Davis, Cullen, Mohan and Dean (1994) found that whilst mothers had a significantly higher prevalence of psychiatric cases of depression than fathers, fathers were significantly more likely to be cases if their partners were.
Only two quantitative studies have been published to date that examine these issues in relation to postnatal PTSD. A prospective study in Norway looked at postnatal psychological responses in 127 mothers and 122 fathers and found no evidence of co-morbidity of postnatal PTSD in couples (Skari et al, 2002) . A second study in the UK looked at the effect of postnatal PTSD symptoms on a couple's relationship and the parent baby bond and found that, although 5% of men and women had severe symptoms of postnatal PTSD, there was no association between symptoms of PTSD and the couple's relationship or the parent baby bond (current authors, in press). This discrepancy between case studies and qualitative research, on the one hand, and quantitative studies, on the other hand, is difficult to explain. One possibility is the inconsistent findings could be explained by differences in focus and perhaps severity of PTSD. For example, qualitative studies tend to focus only on traumatic births, whereas quantitative studies include all women with a range of childbirth experiences, including positive experiences. Thus quantitative studies may be identifying factors associated with general stress responses and adaptation to birth, whereas qualitative studies may be identifying the repercussions of traumatic births that are more likely to fulfil DSM-IV criterion A.
There is therefore considerable scope to extend knowledge regarding the aetiology of postnatal PTSD, the effect on women, their partners, and parent-infant attachment. Moreover partners' experiences of traumatic birth have not been purposively explored in any study and further research is needed to ascertain whether men might also develop clinically relevant PTSD. The effects of childbirth-related PTSD on the family have not been explored and no research has looked at the impact of childbirth-related PTSD from both partner's perspective. Additionally, little research has explored the effects of clinically significant postnatal PTSD on parentinfant attachment and preliminary evidence for such effects comes predominantly from case studies.
This study is therefore a qualitative investigation of the experience and perceived impact of a traumatic birth and postnatal PTSD on couples where at least one person had clinically significant symptoms of PTSD in the year after birth.
Participants were interviewed about their experience of the birth, the perceived effect of birth on their relationship with each other, and their relationship with the baby.
METHOD Design
This was a qualitative study using semi-structured interviews to explore the experience of postnatal PTSD in couples and the perceived impact of postnatal PTSD on the couple's relationship and their relationship with the baby.
Participants
Individuals were eligible to participate in the study if they were over 18 years of age, able to read and speak English fluently, if they or their partner had experienced a traumatic birth over three months ago, and both partners were willing to be interviewed. One member of the couple had to have fulfilled DSM-IV diagnostic PTSD criteria for childbirth-related PTSD in the first year after birth.
Nine women volunteered to participate in the study. Three were excluded because their partners did not agree to take part. The final sample therefore comprised of six couples (6 men and 6 women). All couples were married. Five couples reported a traumatic birth for their first child; one couple reported a traumatic birth for their second child. Ages ranged from 26-50 (mean = 37 years, SD = 6.31).
Eleven participants were white European and one participant was white Australian.
Eighty-three percent of the sample had degrees or professional qualifications.
Of the 12 participants, five women and three men fulfilled diagnostic criteria for PTSD in the year after birth. Three couples reported PTSD in the female but not male partner (couples A, B and C), two couples reported PTSD in both partners (couples D & E), and one couple reported PTSD in the male but not female partner (couple F). However, the female partner of couple F only lacked one hyperarousal symptom to qualify for a diagnosis of PTSD. Of the eight participants who had PTSD, seven reported immediate onset of PTSD symptoms and one woman reported delayed onset. Similarly, PTSD symptoms were chronic for seven participants and acute for one man. Time since the traumatic birth was less than 2 years for two couples (9 months & 22 months respectively), 5 years for one couple, and between 8 and 10 years for three couples. Four women and three men reported a previous trauma history including serious accidents, natural disaster, assault, sexual assault, imprisonment and life-threatening illness. Only women reported a history of sexual assault and sexual abuse. Only men reported a history of assault or serious accident. Questionnaires were used to obtain demographic details and to measure childbirth-related PTSD. Childbirth-related PTSD was measured using an adapted version of the PTSD Diagnostic Scale (PDS; Foa, Cashman, Jaycox & Perry, 1997), a self-report questionnaire that provides a categorical diagnosis of PTSD and/or a continuous measure of symptom severity. The PDS has 17 items corresponding to the 17 PTSD symptoms listed in the DSM-IV (American Psychiatric Association, 1994) and further items measuring impairment of functioning, perceived threat to life, symptom duration, time of onset of symptoms, and a checklist of prior trauma history.
The PDS has established reliability and when used as a diagnostic measure it has a specificity of .75, a sensitivity of .89, and an 82% agreement with structured clinical interviews (Foa et al., 1997) .
For this study the PDS was adapted to refer specifically to childbirth-related symptoms of PTSD in the first year after birth. The trauma history checklist was placed at the end of the questionnaire. To qualify for a PTSD diagnosis responses had to meet the following criteria: presence of physical injury or perceived threat to life; feeling helpless or terrified during the event; scoring at least one or higher on a minimum of one intrusion item, three avoidance items and two arousal items for at least one month post trauma; and impaired functioning in at least one area (Foa et al, 1997) .
Procedure
Ethical approval was obtained from Sussex University prior to commencing the study. Participants were recruited via (1) advertisements on internet discussion boards (http://www.mumsnet.com/ and http://www.ivillage.co.uk) set up by women to discuss traumatic birth experiences and (2) via the members mailing lists of relevant self-help organisations (the Birth Trauma Association http://www.birthtraumaassociation.org.uk and the Association for Improvements in Maternity Services http://www.aims.org.uk/). Invitations to participate in the study were sent via email to these members. Women expressing interest in the study contacted the researcher and were sent an information leaflet and asked to discuss the study with their partner. Thus, male participants were recruited though their partners.
Interviews took approximately 50 minutes, were done in participant's homes and were conducted separately with male and female partners alone (i.e., no partners/children present). Prior to the interview, participants were given an information leaflet, given the opportunity to ask questions about the study, and fully informed written consent was obtained.
All data collected in the study was stored anonymously with identifying details removed. For the purpose of reporting findings, couples have been labeled A to F.
Analysis
Transcripts were analysed for each individual rather than by couple, gender, or PTSD status. This is because we were primarily interested in the perceived impact of PTSD by men and women (as individuals) on their relationships with each other and with the baby. Qualitative analysis of interview transcripts was performed using inductive thematic analysis where dominant themes were identified through careful examination of the data. All transcripts were read repeatedly in order to identify emergent themes before assigning codes to text using WinMAX computer software.
Codes and themes were identified and agreed by the authors. In addition, transcripts were independently coded by a third researcher and percentage agreement was 89% (Boyatzis, 1999) .
RESULTS
Thematic analysis of interview transcripts yielded four major themes which included 18 subthemes. The major themes were (1) birth factors, (2) quality of care, (3) perceived effects on relationship with partner, and (4) perceived effects on relationship with child. The content of each of the major themes and subthemes are described below and illustrated using quotes from participants. The majority of quotes used to illustrate themes assume a link between the factors being discussed and traumatic birth or postnatal PTSD, because this link was explicit in many of the questions asked e.g. "Was there one particular aspect that made your birth traumatic?" (see appendix).
Birth Factors
Birth factors most commonly mentioned were pain and pain relief, negative emotions in labour, perceived lack of control, lack of choice or lack of involvement in decision-making, restricted movement or physical restraint, and expectations not being met.
Pain and pain relief was the most frequently commented on birth factor and was mentioned by nearly all participants. Perceived lack of control was another common birth factor. Men's comments were related to their perceived lack of control over events, such as emergency 
Quality of Care
Without exception, participants commented on some aspect of quality of care affecting their experience. The emergence of quality of care as a major theme is of particular importance given that these comments were unprompted in the interview, as questions were not asked specifically about quality of care (see Appendix).
Aspects of care that were most frequently mentioned were information provision, staff factors, continuity of care, and the environment, which are described in turn below. 
Perceived Effects on Relationship with Child
All participants mentioned perceived effects of the traumatic birth on some aspect of their or their partner's relationship with the child. The two themes that arose were the perceived effect of the birth experience on perceptions of the child, and on parent-infant attachment. Comments in these themes were typically split between positive and negative effects. For example, the perceived effect of the birth experience on perceptions of the child were split between ascribing negative attributes to the child as a result of the birth experience or ascribing positive attributes to the child which compensated for the effect of the birth experience. For example "She wasn't ready to come out, she didn't want to, it wasn't her time and she was being forced out and it just made me think she is really angry…I just think the whole thing was so unnatural that it created an unnatural child." (Couple E, 
DISCUSSION
This study aimed to explore the experience and perceived impact of childbirth-related PTSD on couples. The results showed that many birth factors and care factors are perceived as determining the experience of a traumatic birth by both men and women. There were a few differences between men and women in emotional responses during labour and in aspects of labour over which they felt a loss of control. The results also showed that childbirth-related PTSD was reported to affect the couple's relationship and the parent-infant relationship in varying ways.
Rather than reiterate these results, this discussion will focus on a few interesting points in relation to (1) the experience of a traumatic birth, (2) the perceived effects of a traumatic birth, and (3) study limitations and conclusions that can be drawn.
The experience of a traumatic birth
This study demonstrates that clinically relevant childbirth-related PTSD can occur in women and men, which is consistent with research outlined in the introduction. Birth factors that were mentioned as important in the traumatic experience of childbirth are broadly consistent with previous research. For example, the emergence of perceived lack of control as important in a traumatic birth experience is consistent with both qualitative and quantitative research (e.g. Allen, 1998; Czarnocka & Slade, 2000; Lyons, 1998; Soet et al., 2003; Stewart, 1982) . It is interesting, however, that men placed importance only on external control, whereas women placed importance on perceived lack of external and internal control. This is consistent with Green and Baston's (2003) conceptual distinction between external control during birth (e.g., perceived control of what staff are doing, involvement in decision-making) and internal control during delivery (e.g., perceived control of own behaviour, control during contractions).
A second area where men and women differed was emotions during birth.
Men reported more feelings of helplessness and shock than women, and women reported more fear, confusion, feelings of violation, humiliation, dehumanization and anger. This warrants further research as it may have implications for the development of PTSD or other pathology and treatment. For example, it has been argued that PTSD involving primary emotions, such as fear, should be treated differently than PTSD involving secondary emotions, such as anger and shame (Brewin, Dalgleish & Joseph, 1996) .
The emergence of quality of care as a major theme is of particular importance because it was not asked about specifically, yet was perceived to be important by every participant. Previous research has also identified aspects of care as important (e.g. Czarnocka & Slade, 2000; Beck, 2004a) but quality of care and continuity of care have not yet been looked at systematically or in detail. This study suggests it is an area that future research should address, and the themes highlighted here could usefully inform the development of a questionnaire to examine this in more detail.
Finally, it must be acknowledged that the birth factors highlighted in this study are likely to be highly inter-related and that these factors are based on retrospective reports of participants so might be affected by subsequent mood and experience. For example, peritraumatic dissociation has been found in other samples to be predicted by prior perceived lack of control over emotions (Engelhard, van den Hout, Kindt, Arntz, & Schouten, 2003) and previous research has shown that women who did not perceive healthcare professionals as considerate felt less in control during labour than those who did (Green & Baston, 2003) . In addition, the design of this study does not enable us to examine the possibility that participant's pre-existing psychological state affected both their experience of birth and subsequent development of PTSD.
Perceived effects of a traumatic birth
This study suggests childbirth-related PTSD has perceived negative consequences for both the marital relationship and the parent-baby relationship. The emergence of the perceived negative impact of postnatal PTSD on the physical relationship within couples is consistent with some of the research outlined in the introduction (Allen, 1998; O'Driscoll, 1994; Stewart, 1982) . The loss of intimacy and difficulty being touched that were reported by the sample echo the effects on tactile relationships in adult survivors of sexual abuse (Noble, 1995) The study findings also support case studies that suggest postnatal PTSD may have an adverse effect on parent-infant attachment (Ballard et al, 1995; Reynolds 1997) . However, it is important to note that the women in this study who reported emotional detachment from their infant also reported "acting out the mother role" so subsequent consequences for the infant are unclear. Additionally, male partners played a role in facilitating attachment or compensating for their partner's initial emotional detachment. Thus, it is not clear whether there is likely to be any impact of postnatal PTSD on child development.
Limitations and conclusions
Three main points need to be considered in relation to this study and interpretation of the findings. First, this was a qualitative study and, as such, does not attempt to generalize results to other samples; rather it highlights points of interest in the experience and perceived impact of postnatal PTSD that may warrant further research and exploration. Because of this, study limitations are perhaps less relevant but it should be acknowledged that this study was based on a small sample of selfselected couples in enduring marriages who were not broadly representative of the population. Thus participants may not be representative of couples that experience postnatal PTSD. It is therefore unlikely that all the key themes have been identified and explored. For example, couples who were excluded from the study because the male partner declined to participate may have been experiencing greater interpersonal difficulties.
Second, it is important to also note that qualitative studies do not enable us to determine causality. The themes reported here are those that came from men and women's retrospective perceptions of their experiences during birth, postnatal PTSD, and their understanding and interpretation of the impact of birth and PTSD on their relationships. This is useful for understanding the experience of these factors, but does not allow us to conclude that they play a causal role in the development of postnatal PTSD. As previously mentioned, factors such as pre-existing psychological state are also likely to play a role in both the experience of birth and the development of PTSD and this must be borne in mind when interpreting these results.
Finally, the results of this study need to be placed in the context of the impact of birth on couples without PTSD or other mental health problems. A substantial amount of literature examining the transition to parenthood shows the majority of couples report a decline in their marital relationship and sexual function during the postnatal period (Cowan & Cowan, 2000) and that these are associated with mental well-being. However, this varies according to many factors such as the quality of marital relationship before birth and the presence of additional stressors. The transition to parenthood is therefore seen as having a range of consequences that require various adjustments and adaptations, which can both strengthen and test couples' relationships (Huston & Vangelisti, 1995) . In relation to the current study, it is therefore possible that couples without PTSD would report similar problems and In conclusion, this study provides an interesting overview of the experience and perceived impact of a traumatic birth and postnatal PTSD on men and women.
Results confirm that postnatal PTSD does occur in men and women and that this is attributed to birth and care factors by couples. The study suggests that PTSD may have a negative impact on the marital and parent-baby relationships but the significance of this for the couple or child in the long term is unclear. Finally, this study suggests there is a need to consider both the individual and systemic effects on families when considering assessment and treatment of postnatal PTSD.
